The purpose of this study is to evaluate (a) health-related quality of life (HRQL) after vertical banded gastroplasty (VBG) (Mason) and (b) predictors of HRQL. SUBJECTS: Eighty-two consecutive patients were assessed preoperatively and then after 6, 12 and 24 months. Patients filled out questionnaires for subjective appraisal of HRQL (physical well-being, mood, physical performance, perceived health, social support and coping=adjustment). RESULTS: The greatest improvement in weight and HRQL was seen within 6 months of surgery. Twenty-four months after VBG weight reduction (P < 0.05), perceived health (P < 0.05), physical well-being (P < 0.05), physical performance (P < 0.05), mood (P < 0.05), coping=adjustment (P < 0.05) continued to be better than before surgery. Preoperative binge eating was the most important predictor of HRQL. CONCLUSION: Two years after VBG weight loss and a significant improvement of HRQL can be found. HRQL and weight loss are not associated in terms of outcome, indicating that weight loss alone may not be enough to improve HRQL.
Introduction
Severe obesity (body mass index (BMI) > 40 kg=m 2 ) is associated with an impairment in quality of life consequent to medical complications and psychosocial factors associated with obesity. 1, 2 The lack of substantial long-term success of conservative therapy has established bariatric surgery as an option for treatment of morbid obesity. 3, 4 Changes in healthrelated quality of life (HRQL) associated with bariatric surgery were evaluated in the present study. Our hypothesis was that bariatric surgery would cause a sustained loss of weight and an improvement of HRQL and that these two factors might be affected by preoperative binge eating, coping, social support and psychological distress.
Patients and methods
HRQL was assessed in a prospective follow-up study in 82 consecutive patients (82.9% female) with a mean age of 40.8 y (range 18 -70 y) and mean BMI of 46.29 kg=m 2 (range 37.0 -72.0 kg=m 2 ) undergoing vertical banded gastroplasty (VBG) (Mason) 5 at the medical center of the University of Berne, Switzerland. The Ethics Committee of the Medical School of the University of Berne approved the study. Inclusion criteria were: BMI > 40 kg=m 2 or BMI > 35 kg=m 2 plus comorbidities associated with obesity; obesity not due to a defined organic=endocrine condition; 2 y of documented dieting without sustained weight loss; age 18 -60 y for men and 18 -65 y for women; no severe medical or psychiatric conditions; no evident lack of compliance; German speaking.
The mean follow-up time was 21.55 months. More than 85% of patients had a complete follow-up from the preoperative period to the 24th month.
Patients were evaluated prior to and 6, 12 and 24 months after surgery. The medical history focused on psychosocial aspects related to obesity, obesity-related comorbidity, treatment adherence and eating behavior. Counseling was offered on these issues. Binge eating disorder (characterized by eating larger amounts of food than most people would eat in a set period of time, accompanied by a sense of lack of control), postprandial vomiting or nausea were rated as present or absent. Psychological distress was assessed with the Symptom Check List-90-R. 6 Health-related Quality of Life (HRQL), a multidimensional construct describing the subjective evaluation of the impact of obesity and its treatment on the life of each patient, was assessed with six linear analogue self-assessment (LASA) scales (physical well-being, mood, physical performance, perceived adjustment=coping with illness as well as therapy, social support and perceived health).
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Results
Weight loss after VBG BMI declined significantly after surgery ( 7 9.2 ( AE 3.8) kg=m 2 at month 6, 7 12.4 ( AE 5.2.) kg=m 2 at month 12 and 7 13.9 ( AE 6.6) kg=m 2 at month 24). Eighty-two percent of the patients had lost more than 40% of their excess weight. Weight loss was not predicted by preoperative sociodemographic factors, binge eating, social support, coping or psychological distress (data not shown).
Binge eating decreased significantly 2 y after surgery from 43.2% to 5.1%, postprandial nausea increased significantly from 8.9% to 54.8% and vomiting from 6.3% to 66.7%.
Evaluating HRQL after VBG Severely obese patients reported important impairments in HRQL before VBG. There was a statistically significant increase in all LASA scales indicating an improvement in HRQL during the first 2 y after VBG (see Figures 1 and 2) . The main improvement occurred during the first 6 months after bariatric surgery. There is a significant decline in social support between the 6th and 24th months.
Predicting outcome
Multiple regressions were performed for HRQL 2 y after surgery (perceived health, mood and social support) with a set of possible predictors assessed before surgery (sociodemographic data, binge eating, social support, coping and psychological distress) and weight loss.
Thirty-one percent of the variance of perceived health was explained negatively by preoperative binge eating and psychological distress (F(4, 36) ¼ 4.86; P ¼ 0.004). Six and a half percent of the variance of social support was explained positively by preoperative social support and negatively by psychological distress (F(2,38) ¼ 4.66; P ¼ 0.016).
Consistent predictors of HRQL 24 months after surgery were preoperative binge eating, social support, psychological distress and difficulty in coping=adjustment. Weight loss did not predict any variance in any of the HRQL indicators at month 24.
Discussion
In a follow-up study in 82 morbidly obese patients undergoing VBG (mean follow-up time of 21.55 months) a consistent reduction of weight and improvement in global indicators of HRQL were found up to 2 y postoperatively, confirming previous reports. 4,13 -15 As also shown previously, weight loss could not be predicted by preoperative sociodemographic or HRQL factors. 16 This indicates that other factors such as energy metabolism, 17 surgical technique, patients' coping with the sequels of surgery and others may affect weight loss after bariatric surgery. 18 Weight loss did not predict the variance of improvement in HRQL in this study. A contrary finding reported elsewhere 15 can be explained by the different sensitivity to weight loss of disease specific multi-item questionnaires used in the SOS study and of the global single-item indicators of HRQL used in this study.
As in previous studies, 19 a significant increase in both nausea and vomiting was seen at all post-operative time points compared to the time before surgery.
Negative predictors of HRQL for the second year were preoperative binge eating and psychological distress. Preoperative social support was a positive predictor of HRQL.
However, patients experiencing less difficulty preoperatively in coping with=adjusting to obesity and its treatment had worse mood in the second year after VBG. The decline in perceived social support after the first year contrasts with the stabilization of relationships and improvement in employment after surgery. However, patients get less support from the medical staff and the nutritionist after the first year, and less attention and encouragement because of weight loss from their social environment which may explain their perception of reduced social support.
Weight loss alone does not explain improved HRQL after bariatric surgery. HRQL may be influenced by psychosocial factors. Their preoperative assessment could provide a basis for specific interventions. 
